ABSTRACT The microbial flora associated with carcinoma of the oesophagus was studied in 12 patients. Oesophageal mucosa was biopsied at thoracotomy and cultured under both aerobic and anaerobic conditions. A heavy mixed growth of aerobic and anaerobic organisms was obtained in all patients. One-third of isolates were anaerobic. The flora was of oral origin. The most appropriate antibiotic combination in this study was ampicillin or penicillin with gentamicin and metronidazole.
Oesophageal resection for carcinoma is associated with a high mortality.' At least 50% of the deaths are attributable to anastomotic leakage and associated infection.2 Despite the importance of sepsis in this situation, the microbial flora associated with carcinoma of oesophagus has not been previously investigated.
The aim of the present study, therefore, was to identify the flora associated with malignant strictures of the oesophagus and to establish the corresponding antibiotic sensitivities.
Patients and methods
Twelve consecutive patients undergoing oesophageal resection for carcinoma were included in the study. All patients had dysphagia (mean duration three months) and evidence of weight loss (mean 16 kg) before surgery. Seven patients had an adenocarcinoma. Five patients with squamous carcinomas received preoperative radiotherapy. A two-part "Ivor Lewis" oesophagectomy was performed on all patients with a gastro-oesophageal anastomosis fashioned in the thorax.
At thoracotomy, specimens of oesophageal mucosa were obtained from the proximal resection line after excision of the tumour. This precluded the possibility of contamination of specimens by oral secretions. These samples were immediately transported to the bacteriology laboratory in sterile containers and also in Robertson's cooked meat medium (RCM).
Agar plates were inoculated with portions of intact and ground mucosa. The media used were (1) 50% horseblood agar, (2) The spectrum of organisms was similar to that found in the oral cavity suggesting that the flora is primarily of oral origin.5 There was no possibility of contamination of specimens by oral secretions or by a nasogastric tube since all the samples were obtained at thoracotomy. It would appear that the proximal oesophagus acts as a reservoir for oral secretions in these patients. The presence of small numbers of E coli, Proteus mirabilis, and Bacteroides fragilis does not preclude the probability of an oral origin since these strains may be isolated from the saliva of both hospitalised patients and those receiving antibiotic therapy.6 7 The pathogenicity and stability of this flora remains speculative. The contribution, however, from swallowed saliva to the ecology of this particular microhabitat must be regular and presumably significant. Furthermore specimens were obtained from the proximal oesophageal resection edge, which forms part of the gastro-oesophageal anastomosis and hence these organisms may be available for implantation into the thorax in the event of anastomotic leakage. Pathogenicity of individual members of a flora, when considered in isolation, may not be impressive (lactobacilli, coagulase negative staphylococci, corynebacterium species), but the infectivity of a mixed inocula often exceeds the sum of the contributions of the individual components of the inocula.
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